Objective-This report presents national estimates of testing
Introduction
Background CDC has estimated that in the 20 years after 1981, when the first cases of acquired immunodeficiency syndrome (AIDS) were identified, at least 1.3-1.4 million persons in the United States were infected with human immunodeficiency virus (HIV), the virus that causes AIDS (1). At any point in time, some persons who have been infected with HIV will not have any symptoms, while others will have developed symptoms defining the disease AIDS as a result of their HIV infection. Through 2003 a cumulative total of 929,985 cases of AIDS were reported and 525,060 deaths (2). Following the introduction of effective combination antiretroviral drug therapy in the 1990s, HIV-related illness and death has declined and the number of persons living with HIV infection has increased. The most recent estimates indicate that 1.0-1.2 million HIVinfected persons are living in the United States (3). As many as one in four infected persons may be unaware of their infection status (1). Caring for persons with HIV and AIDS is costly and the average annual expenditure for each person being treated for HIV
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infection in the United States has been estimated to be about $18,300 (4).
The number of new HIV infections per year is believed to have been stable at around 40,000 per year since the early 1990s (1). In 2003, 45 percent of new cases of HIV and AIDS reported to CDC were to men who had sex with men, 19 percent to injecting drug users, and 34 percent were accounted for by heterosexual contact. Among new cases in 2003, 72 percent were to males and 28 percent to females. In recent years an increasing percentage of HIV and AIDS cases have been among racial and ethnic minorities (2, 5) . About 50 percent of new cases reported to CDC in 2003 were among non-Hispanic blacks (2).
Prevention of HIV infection and AIDS is a national health priority. Current prevention strategies emphasize testing for HIV to identify infected persons to ensure access to appropriate medical care, treatment, and prevention services (1). Information on HIV testing is important for prevention programs that seek to expand testing, making it a part of routine medical care, and to make testing more widely available outside of medical settings (1). Furthermore, reducing perinatal HIV transmission is a major priority and CDC recommends that HIV testing be routine for all pregnant women unless they decline, and recommends routine rapid testing at labor and delivery for women of unknown HIV status (6, 7) .
In addition to information on HIV testing, it has been recognized that accurate population-based measurement of behaviors that put persons at risk for HIV is an essential part of tracking the epidemic and developing successful prevention efforts (8). The 2002 National Survey of Family Growth (NSFG) provides measures of HIV testing experience for its respondents as well as detailed measurements of sexual and drug-related HIV risk behaviors. Further, because of the sensitive nature of HIV risk behaviors, the NSFG has collected this information using audio computer-assisted self-interview methods (ACASI). In the ACASI method of data collection, the respondent listens to the questions and enters the response directly into the computer, without giving their responses to an interviewer-a method that affords the respondent greater privacy. This technique has been found to yield more complete reporting of sensitive and stigmatized behaviors, which some respondents might find difficult to report to an interviewer (9). ACASI also makes it possible for persons with lower literacy to complete the self-interview.
Self-reported information about HIV testing on national health surveys such as the NSFG is important because there are few other sources of data. Although some information is reported about Government-funded HIV tests in the United States (10), there are no data systems that collect information directly about tests obtained from all sources-including private doctors, Health Maintenance Organizations (HMOs), and hospitals, where most testing takes place. Instead, self-reported data from persons interviewed on health surveys, such as the NSFG, is the only information on the numbers and characteristics of persons who have been tested for HIV, regardless of where they were tested (11).
It is particularly important to be able to measure HIV testing behavior of persons who are at increased behavioral risk for acquiring or transmitting HIV infection. This report contains information on HIV testing and risk behavior obtained on the 2002 NSFG, a detailed reproductive health survey of males and females 15-44 years of age. The NSFG has a number of advantages for examining HIV testing. It has a long history of collecting sensitive reproductive-related information. In comparison to other national health surveys, it collects considerably more detailed information on risk behaviors related to HIV, and data collection methods have been used that enhance the degree of privacy for respondents in answering questions on these topics.
Topics covered in this report include:
+ Measures of HIV testing history-including testing during a person's lifetime and during the 12 months before interview. + Reasons for obtaining HIV tests. + Source of tests and whether counseling was obtained. 
Methods Data
The NSFG has been conducted six times by NCHS: in 1973 , 1976 , 1982 , 1988 , 1995 , and 2002 . In 1973 , the interviews were done with national samples of women 15-44 years of age. In 2002, the national sample included both women and men 15-44 years of age.
Each time, the interviews have been conducted in person by trained female interviewers in the selected persons' homes. The sample is a nationally representative multistage area probability sample drawn from 121 areas across the United States. Large areas (counties and cities) were chosen first; within each large area or ''Primary Sampling Unit,'' groups of adjacent blocks, called segments, were chosen at random. Within segments, addresses were listed and some addresses were selected at random. The selected addresses were visited in person, and a short ''screener'' interview was conducted to see if anyone 15-44 lived there. If so, one person was chosen at random for the interview and was offered a chance to participate. To protect the respondent's privacy, only one person was interviewed in each selected household. In 2002, teenagers and black and Hispanic adults were sampled at higher rates than others.
All respondents were given written and oral information about the survey and were informed that participation was voluntary. Adult respondents 18-44 years of age were asked to sign a consent form but were not required to do so. For minors 15-17 years of age, signed consent was required first from a parent or guardian, and then signed assent was required from the minor. Respondents were guaranteed that the confidentiality of their information would be protected. The response rate for the survey was 79 percent-80 percent for women and 78 percent for men.
Over 200 female interviewers were hired and trained by the survey contractor, the University of Michigan's Institute for Social Research, under the supervision of NCHS. Interviewing occurred from March 2002 until March 2003 . Much of the data in this report were collected by CAPI, in which the questionnaire was stored on a laptop computer and administered by an interviewer. The rest of the data-the most sensitive items-were collected using audio ACASI, in which the respondent listened to the questions on headphones and entered the responses directly into the computer. Respondents in the 2002 survey were offered $40 as a ''token of appreciation'' for their participation. The NSFG questionnaires and materials were reviewed and approved by both the CDC/NCHS Research Ethics Review Board and the University of Michigan Institutional Review Board. The female questionnaire lasted an average of about 85 minutes, and the male questionnaire an average of 60 minutes. More detailed information about the methods and procedures of the study is published in a separate report (12) .
Measurement of HIV testing and HIV risk
Lifetime HIV testing statusMeasurement of lifetime testing for HIV is based on a series of questions about testing history. Since 1985 all blood donations, such as those made to the Red Cross or other blood banks, have been tested for HIV. In measuring HIV testing it is important to distinguish between those tests that have occurred automatically as part of blood donation and those obtained mainly to find out infection status. Blood donors who test positive are notified and receive counseling. However, the purpose of blood donation is not to determine HIV infection status, and many blood donors may not be aware that the blood they donate will be tested for HIV. Further, HIV testing (apart from blood donation) provides an opportunity for pre-and post-test counseling, which has been an important part of HIV prevention. For these reasons, questionnaires that ask about HIV testing make a distinction between blood donation and HIV testing for other reasons. The NSFG questions on HIV testing first determine whether the respondent has donated blood since 1985, and then asks if they have been tested for other reasons:
''(Apart from testing that may have been done with your blood donations,) have you ever had your blood tested for HIV, the virus that causes AIDS?''
Based on these questions, respondents were classified into those who were never tested, those who have been tested only through blood donation, and everyone else. Those who had been tested outside of blood donation were asked subsequent questions about those tests.
HIV test in the past 12 monthsTesting in the 12-month period before the interview was measured using responses to a question that was asked of everyone who had obtained at least one HIV test (that was not connected with blood donation) in their lives. Respondents who had ever received an HIV test were asked:
' The table on HIV testing in prenatal care is limited to the 748 female respondents who had a pregnancy that ended in the 12 months before interview and were routed to this question. Women whose pregnancies ended in live births, stillbirths, miscarriages, or ectopic pregnancies were included; women whose pregnancy ended in an induced abortion were excluded.
Measures of HIV risk-The NSFG contains detailed behavioral information that can be used to define categories of higher HIV risk based on major transmission routes. In the tables that follow, these data are used to examine whether HIV testing behavior is different for those at higher risk for HIV than for those at lower risk.
Behaviors in the previous year reported in the ACASI part of the interview were used to classify those at increased risk of HIV transmission. Respondents were classified as at increased HIV risk through drug use if they reported illicit drug injection or crack cocaine use. Respondents were classified as at increased risk of HIV transmission through sexual behavior if they reported male-to-male sex, having an HIV-positive sex partner, sex with an injecting drug user, five or more sex partners, exchange of sex for drugs or money, or for females, sex with male partners who had sex with other males. An additional question measuring risk asked about treatment for sexually transmitted diseases (STDs) 
Strengths and limitations of the data
The data in this report are primarily from Cycle 6 of the NSFG, which has a number of strengths for studying HIV testing in the U.S. population:
+ The NSFG has a rigorous probability sampling design, and therefore is able to provide estimates that can be generalized to the national population. + Response rates are high at 79 percent, indicating good data quality. + Questions asked on the NSFG have undergone extensive testing and review to ensure that respondents understand them and can respond accurately. + Sensitive questions associated with sexual behavior, reproductive health, or drug abuse-which are particularly important for studying HIV testing-were collected using ACASI methods, which have been found to yield more complete reporting of these types of measures (9). + The NSFG has a long history going back to 1973 of collecting highquality data on sexual behavior and reproduction. + Data for females 15-44 years of age from NSFG Cycle 5, conducted in 1995, are available for comparison. + Analysis of self-reported data such as those collected in the NSFG is the only method of obtaining nationally representative information on the number and characteristics of persons obtaining HIV tests from all sources. + The questionnaire was administered in both English and Spanish; Spanish-speaking respondents were interviewed by bilingual interviewers. The translation of the questionnaire into Spanish was done with particular attention to making it understandable to major Hispanic groups-including Mexicans, Puerto Ricans, and others, and also to recent immigrants and those with limited education (12).
The data included in this report have a number of limitations:
+ As a household-based sample survey, the NSFG excludes from the sampling frame most military personnel, the homeless, and persons who are incarcerated or otherwise institutionalized. Those excluded from the sample may include a disproportionate number of persons at increased risk for HIV. + Nonresponse error also could affect the results. The NSFG makes use of weighting factors to compensate for nonresponse and unequal selection probabilities. + The results could be affected by underreporting of sensitive and stigmatized behaviors, although using ACASI, as used in the NSFG, has been found to yield more complete reporting of these items (9). + Because risk behaviors affect a relatively small proportion of the population, the NSFG sample includes relatively few sampled persons at high risk for HIV. This limits the detail in which higher risk persons can be studied. + The NSFG provides national estimates, but cannot provide State or local estimates of the degree of HIV testing, which are useful for program planning.
Statistical analysis
Tables included in this report contain the percentage tested for HIV for the entire sample and for major population subgroups, where the subgroups are defined by demographic categories and by behaviors that increase the risk of HIV. Each percentage estimate is shown with the ''width of the 95 percent confidence interval (+/-).'' For example in table 1, 50.7 percent of all persons 15-44 years of age have ever had an HIV test, with a 95 percent confidence interval of plus or minus 1.6 percentage points. The ''width of the 95 percent confidence interval'' means that if samples of the same size are drawn repeatedly from the same population, and a confidence interval is calculated from each sample, then 95 percent of the time, the percent of all persons with an HIV test will be 50.7 plus or minus 1.6-or at least 49.1 percent and no more than 52.3 percent.
The statistical significance of bivariate associations has been evaluated using Chi-Square tests, testing the null hypothesis that all categories are equal. These Chi-Square tests are based on the Wald statistic and take into account the complex design of the survey and the use of weighted data. Notes to some of the tables refer to the test as a ''weighted'' Chi-Square because it takes weights and sample clustering into account. The Chi-Square tests and other analyses were conducted in the software package SUDAAN, release 7 (13). Most of the tabulations are shown for both sexes combined, and then for males and for females separately. Finally, comparisons are made of self-reported testing between the 2002 NSFG and estimates from the previous round of NSFG in 1995 (females only), and with estimates from two other CDC surveys that make similar estimates of HIVtesting related items, the 2002 Behavioral Risk Factor Surveillance System (BRFSS), and the 2002 National Health Interview Survey (NHIS).
Results

HIV testing history
The NSFG data for 2002 indicate that 34.1 percent of persons 15-44 years of age had never been tested for HIV for any reason, while 15.2 percent had been tested only through automatic testing when they donated blood (figure 1). Another 32.6 percent had been tested only outside of blood donation, and 18.1 percent had been tested both in and out of blood donation at some point in their lives. The sum of the 32.6 and 18.1 percent, or 50.7 percent is the proportion who had ever been tested outside of blood donation. 
Comparisons with 1995 NSFG estimates for women
Percent ever tested for HIV apart from blood donations
The percentage who have ever been tested is higher for females (54.9 percent) than males (46.6 percent) (table 1 and figure 2). Lifetime testing increases with age and is about 60 percent at age 25 and over. HIV testing rates are higher among black persons compared with other racial and ethnic groups: 61.4 percent of black persons 15-44 years of age had been tested in their lifetime compared with 49.2 percent for whites. Lifetime testing experience generally increased with age, and with the number of sexual partners in the year before the interview (figure 3).
Testing was lower in the Midwest region, which had a lifetime testing percentage of 46.6 percent compared with 51.3-52.4 for the other regions (table 1). In general, testing for HIV was very strongly associated with measures of sex-and drug-related HIV behavioral risk as shown in table 1 and figure 4. For example, 66.4 percent of persons who had risk of HIV from sexual behavior, or drug use, or had been treated for an STD in the past year had ever been tested, compared with 48.8 percent for respondents who were not at elevated risk of HIV (''other'' respondents see figure 4 and table 1).
Percent tested for HIV in the past 12 months
The data indicate that overall 15.1 percent reported a non-blood donation HIV test in the 12 months before interview ( The reasons that were given for HIV testing varied by characteristics. As shown in table 4, some population subgroups were more likely than others to give the reason ''to find out if you were infected'': males (39.6 percent), never married (53.0 percent), persons with three or more sex partners in the past year (58.9 percent), and persons with HIV risk or recent STD treatment (54.5 percent). The percentage giving the reason for their HIV test as ''for insurance'' (which was 7.7 percent overall) was 10.9 percent for those over age 30 and 12.1 percent for those with income 300 percent of the poverty level or higher. The percentage stating their test was for insurance was lower for those in the increased HIV risk category (2.4 percent) compared with those not at increased risk (9.3 percent). Among women, 30.9 percent stated that their recent test was for reasons of pregnancy, and comparatively fewer women than men stated that their tests were done because they were applying for insurance, or to find out if they were infected, or for other reasons.
United States, 2002 percent tested was lowest for the currently married group (12.8 percent tested in the past year) and highest for those in the separated, widowed, or divorced category (22.5 percent, table 1). Testing in the most recent 12-month interval was strongly related to the number of sexual partners in the last year, ranging from 8.5 percent for those with no partners in the last 12 months to 26.6 percent for those with three or more sexual partners in the past year. Recent testing was higher for those below 150 percent of the poverty level who had a past year testing rate of 18.9 percent compared with 14.6 percent for those whose income was 300 percent of the poverty level or higher.
Again, testing for HIV was very strongly associated with measures of risk of HIV because of sexual behavior and drug use (''HIV behavioral risk,'' table 1 and figure 4). Persons who had an HIV risk because of sexual behavior or drug use, or who had been treated for an STD in the past year, were about twice as likely to be tested in the last 12 months (27.6 percent) as other persons (13.5 percent). Tables 2 and 3 show these tabulations separately for males and females, respectively. 
Source of test
The NSFG used a detailed set of categories to collect data on where recent HIV tests were obtained; the complete set of categories, shown in 
Counseling received with test
Among those with an HIV test in the 12 months before interview, 29.2 percent stated that a doctor or health professional talked with them about AIDS after their test (table C). The percentage was virtually the same for males (29.6 percent) and females (28.8 percent) but varied by risk status and source of HIV test. The percentage receiving counseling was higher for persons at increased risk for HIV (41.8 percent) and for those receiving their test from a public source (43.7 percent). Table 10 shows that the most common topics covered during this counseling were HIV transmission, how to prevent HIV transmission, safe sex practices, and correct condom use. But 4 in 10 people recalled receiving counseling about abstinence (42.8 percent); that figure was 49.9 percent when the counseling was received at public clinics compared with 36.5 percent at private doctors and HMOs. Persons who received their test at a public clinic were more likely to have discussed preventing transmission, 86.4 percent compared with 73.9 percent who got their test at a private doctor or HMO. Tables 11 and 12 present similar data for males and females. Small differences in tables 11 and 12 should be interpreted with caution because these tables have relatively large sampling errors and confidence intervals. 
HIV testing during prenatal care
Effective interventions have reduced the incidence of perinatal HIV transmission in the United States to very low levels and further reduction is a key goal of CDC's HIV prevention strategies (1). It is recommended that pregnant women receive an HIV test as early as possible during prenatal care to allow HIV-infected women to begin receiving anti-retroviral drugs during pregnancy to most effectively prevent transmission, or at labor and delivery if her status is still unknown (6,7). The NSFG provides a direct measure of the impact of this recommendation at the national level.
NSFG information on prenatal testing is based on 748 female respondents who had a completed pregnancy during the 12 months before interview (excluding those who reported that their pregnancy had ended in an induced abortion). Of these recently pregnant women, 69.2 percent reported that they had been tested during prenatal care, 30.1 percent said they had not been tested, while 0.8 percent reported that they had received no prenatal care (table D) . College graduates were less likely than others to have prenatal tests (53.9 percent compared with 65.7-76.8 percent for those with less education (table 13)) as were persons with incomes above 300 percent of the poverty level (55.2 percent compared with 75.1-77.5 percent of those with lower incomes). Awareness of effective treatments to help prevent mother-to child transmission is associated with prenatal testing. Knowledge of perinatal prevention methods was based on providing the correct response (true) to the true or false question:
''There is a treatment available for pregnant women who are infected with the HIV virus to prevent passing the virus to their baby.'' Women responding definitely true and probably true were most likely to have had a prenatal test (74.6 and 73.8 percent in table 13), and those who believed that the existence of this treatment was definitely or probably false had a lower level of testing (59.2 percent). Those at increased risk for HIV (based on self-reported risk behaviors) were also more likely than others to have been prenatally tested (83.0 percent tested compared with 66.9 percent for other women).
Comparison with two other surveys in 2002
Estimates of HIV testing from the NSFG can be compared with results from two other large health surveys conducted in 2002. In Cycle 6 of the NSFG, there were 11,187 respondents 18-44 years of age. The National Health Interview Survey (NHIS) is conducted annually and had a sample of 31,044 adults aged 18 and over in 2002, of whom 15,722 were 18-44 years of age. The NHIS covers a range of general health topics using in-person, face-to face household interviews, and uses a household-based nationally representative sample. This survey has gathered data about HIV testing continuously since 1987. In 2002, the overall response rate for the NHIS (combining household and sample adult) was 74.3 percent (16).
The Behavioral Risk Factor Surveillance System (BRFSS) is a series of State surveys conducted annually in all States using telephone sampling based on random-digit-dialing methods, and conducts interviews with a sample of adults aged 18 and over on a variety of health topics over the telephone (17). In 2002, the individual State response rates for the BRFSS ranged from 42.2-82.6 percent (18). Across all States, 104,860 adults 18-44 years of age were asked questions about HIV testing in the BRFSS. These results are also shown in tables 14 and 15. All three surveys seek to distinguish HIV tests through blood donations from other types of tests, but the actual sequence and wording of questions is somewhat different, as shown in the ''Technical Notes.'' To compare the three surveys, it is necessary to limit attention to the age group 18-44.
Regarding reported levels of HIV testing for the total population 18-44 years of age, the results for the three surveys are comparable considering the differences in the procedures and precise timing of the surveys, and the wording and placement of the questions on HIV testing. The percentages for the NHIS are somewhat lower than for the other two surveys; for example, the percentage of persons 18-44 reporting that they had ever been tested excluding blood donations was 54.5 percent for the NSFG, 51.7 percent for the BRFSS, and 44.7 percent for the NHIS (table 14) .
The overall differences among surveys are statistically significant, in part because of the very large sample sizes in these three surveys. The percentages reporting a past-year test were 15.8 percent for the NSFG, 15.6 percent for the BRFSS, and 12.3 percent for the NHIS (table 15) . Differences in past-year testing are statistically significant between the NHIS and each of the other two surveys, but not between the NSFG and the BRFSS. The patterns of difference among major population subgroups in HIV testing are the same for all three surveys. Testing was higher for females than males. In all three surveys, black respondents reported higher testing than other groups; those 25-34 years of age were tested to a greater degree than those younger or older; and the Midwest region had a lower testing rate.
Unlike the NSFG, the BRFSS and the NHIS did not ask respondents about specific risk behaviors, but rather presented them with a list of risk categories and asked if any of them applied without naming the risk. The actual question wording is shown in the ''Technical Notes,'' and indicates that the categories listed by the BRFSS and the NHIS are quite different from each other. Nevertheless, the results are similar to what was found with the NSFG risk measure based on a series of direct questions about risk behavior: HIV testing is strongly associated with measures of increased HIV risk. All three surveys report about the same level of recent testing, and the patterns of differences among major population groups are the same in all three surveys. Each, however, has different strengths and limitations. Given differences in question wording, mode of interview, and context, it is not surprising that there is some variability among surveys, but taken together they support each other.
Discussion
The HIV testing experience reported by the 2002 NSFG respondents indicate that HIV testing has become widespread but not universal in the United States. One-half of respondents reported obtaining at least one test other than Based on opposite-sex partners with whom respondent had any sexual contact-oral, anal, or vaginal-as reported in Audio Computer-Assisted Self-Interview.
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STD is sexually transmitted disease.
NOTE: Width of 95% confidence interval means that the confidence interval is plus or minus that number. For example, the confidence interval for 15.9 percent tested in the past 12 months is 15.9 plus or minus 1.0 percent, or 14.9-16.9 percent. Limited to persons 20-44 years of age at time of interview.
4
Based on opposite-sex partners with whom respondent had any sexual contact-oral, anal, or vaginal-as reported in Audio Computer-Assisted Self-Interview.
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NOTE: Percents do not add to the overall percentage tested in the last year (from table 1) because respondents may have given more than one reason for the test. Limited to persons 20-44 years of age at time of interview.
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NOTES: Categories of ''Type of place at which HIV test was done'' are defined in the text under ''Measurement of HIV testing and risk.'' Width of 95% confidence interval means that the confidence interval is plus or minus that number. For example, the confidence interval for 21.5 percent tested at a public clinic is 21.5 percent plus or minus 2.6 percent, or 19.9-24.1 percent. Definition of increased HIV risk differs in each survey; definitions and question wording are described in the ''Technical Notes.'' NOTE: Width of 95% confidence interval means that the confidence interval is plus or minus that number. For example, the confidence interval for 54.5 percent tested in the NSFG is 54.5 plus or minus 1.6 percent, or 52.9-56.1 percent. Definition of increased HIV risk differs in each survey; definitions and question wording are described in the ''Technical Notes.'' NOTE: Width of 95% confidence interval means that the confidence interval is plus or minus that number. For example, the confidence interval for 15.8 percent tested in the past 12 months is 15.8 plus or minus 0.9 percent, or 14.9-16.7 percent.
Technical Notes Sample design and fieldwork procedures
The 2002 National Survey of Family Growth, or NSFG, was based on 12,571 interviews with men and women 15-44 years of age in the household population of the United States. The interviews were administered in person by trained female interviewers in the selected persons' homes. The 2002 sample is a nationally representative multistage area probability sample drawn from 121 areas across the country. The sample is designed to produce national, not State, estimates.
Persons were selected for the NSFG in five major steps:
+ Large areas (counties and cities) were chosen first. + Within each large area or ''Primary Sampling Unit,'' groups of adjacent blocks, called segments, were chosen at random. + Within segments, addresses were listed and some addresses were selected at random. + The selected addresses were visited in person, and a short ''screener'' interview was conducted to see if anyone 15-44 years of age lived there. + If so, one person was chosen at random for the interview and was offered a chance to participate.
To protect the respondent's privacy, only one person was interviewed in each selected household. In 2002, teenagers and black and Hispanic adults were sampled at higher rates than others.
The NSFG questionnaires and materials were reviewed and approved by the CDC Research Ethics Review Board (formerly known as an Institutional Review Board or IRB), and by a similar board at the University of Michigan. The female questionnaire lasted an average of about 85 minutes, while the male questionnaire lasted an average of 60 minutes. All respondents were given written and oral information about the survey and were informed that participation was voluntary. Adult respondents 18-44 years of age were asked to sign a consent form but were not required to do so. For minors 15-17 years of age, signed consent was required first from a parent or guardian, and then signed assent was required from the minor. The response rate for the survey was about 79 percent-about 80 percent for women and 78 percent for men.
Over 200 More detailed information about the methods and procedures of the study will be published in a forthcoming report (12).
